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DR. DAVID W. GOODMAN
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Uniform Treatment Plan Form -
(For Purposes of Treatment Authorization) PO Box 4930
Columbia, Maryland 21046-4930
PATIENT INFORMATION PRACTITIONER INFORMATION
PATIENT’S FIRST NAME A'HENT'S DATEOF BIRTH , PRACTITIONER ID4 or TAX ID PHONE NUMBER
ledickld [ TT1T] VRl /I3RS (524 7F235% | (l0ISBERTRG
MMERS}HPNUMBER ) Alv“"'cf\\vrrnl\l AR IRANRITIO0 A BLUALT
£ /1 2 ‘ l ' ' ' Suburban Psychlatric Assoclates, L.L.C.
Johns Hopkins at Greanspring Station
. AUTHORIZATION NUMBER (If Applicable) * 10751 Falls Road, Falls Concourse, St 306
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Have you communicafed with the PCP/other relevant health care practitioners about treatment? O Yes !\O/Nﬁ
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DSM-IV MULT. IAXIAL DIAGNOSIS (PLEASE COMPLETE ALL FIVE AXES)

Ax[s1:' pxcode BIIH.[00] 296.36 px cote SO .
axsim - pxcode [ [ [].[ ] e -

AXIS ITX Docs the patient have a current general medical ition that is potentially relevant to the understanding or management of
R the condition(s) noted in ‘Axis I or I1? o O Yes
AXISTIV . Severity of current psychosocial stressors

‘. O None O Mild Moderat, O Severe .’
AXIS V: GAF Score  Highest Past Year @ At first Session , Giirréa Eﬂ}

Current Medications (if not applicable, no response is required)

.| Frequency (once a week, m.):_L{MM Frequency (once a week, etc.):
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Please rate the patient’s curvent status on these symptoms, if applicable. If not applicable, no response is required.
Ideation  Plan Prior None Present  Absent
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Suicidal ideation (o} (o] o - S Self-injurious behavior o o
Homicidal ideation (e} (a) (o] o Substance use problems (o] L2
Authorization Request Details

Complete this section only {f a second CPT is needed.
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Requested Start Date of Authorization: 6 / t l / 1 )l Requested Start Date of Authorization: / /

My déuhn nttests l@nmnt valid license n the state to provide the requested services.
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SUBURBAN PSYCHIATRIC ASSOC.

10751 FALLS ROAD #306

JOHNS HOPKINS AT GREEN SPRING

LUTHERVILLE, MARYLAND 21093

(410) 583-2723 Date : 07-20~2012

MELISSA J CALICE
43 WINTERBERRY COURT
COCKEYSVILLE, MD 21030

Account Number : 11344
Referring Phy. :
Doctor/Provider: DR. DAVID W. GOODMAN

Diagnosis : 314.00
296.36
300.01
Date of
Service Place Type CPT Modifiers Description Diag Charge Units
07-20-2012 11 01 90805 90805-INDIVID TX 123 160.00 1
=============================== Patient Payments ==============================
Check # Amount Applied To Patient
CREDITCARD $160.00 07-20-2012 MELISSA J CALICE
Current Over 30 Over 60 Over 90 Over 120 Statement

0.00 0.00 0.00 0.00 0.00



